Case presentation A 1636-g infant was born by Cesarean section at 29.5-week gestation because of fetal distress. The pregnancy had been complicated by severe polyhydramnios and the sonographic finding of a left renal mass. After delivery, the infant was noted to have an elevated blood pressure with systolic pressure of 100 to 110 mm Hg, with normal for weight being 65 mm Hg. The blood pressure was controlled by an intravenous drip of nicarpidine at 2 mg kg -1 min -1 . The serum-ionized calcium was elevated at 6.66 mg per 100 ml (normal 3.9 to 5.2 mg per 100 ml). The serum sodium was normal. The serum rennin activity was significantly elevated at 880 ng ml -1 h -1 , with an expected value of 4.6 ng ml -1 h -1 . The urine level of vanillylmandelic acid was within normal limits. The urine level of homovanillylmandelic acid was elevated at 38.9 mg mg -1 creatinine (normal range <34.9 mg mg 
Case presentation A 1636-g infant was born by Cesarean section at 29.5-week gestation because of fetal distress. The pregnancy had been complicated by severe polyhydramnios and the sonographic finding of a left renal mass. After delivery, the infant was noted to have an elevated blood pressure with systolic pressure of 100 to 110 mm Hg, with normal for weight being 65 mm Hg. The blood pressure was controlled by an intravenous drip of nicarpidine at 2 mg kg -1 min -1 . The serum-ionized calcium was elevated at 6.66 mg per 100 ml (normal 3.9 to 5.2 mg per 100 ml). The serum sodium was normal. The serum rennin activity was significantly elevated at 880 ng ml -1 h -1 , with an expected value of 4.6 ng ml -1 h -1 . The urine level of vanillylmandelic acid was within normal limits. The urine level of homovanillylmandelic acid was elevated at 38.9 mg mg -1 creatinine (normal range <34.9 mg mg -1 creatinine). The family history was unremarkable without any relatives with neurofibromatosis, endocrine tumors or even hypertension. Plain radiographs of the chest and abdomen (Figure 1 ), abdominal sonogram ( Figure 2 ) and abdominal computed tomography scan ( Figure 3 ) were obtained. On the fourth day of life, the patient was taken to the operating room for a left nephroadrenalectomy.
Denouement and discussion
The surgical specimen from the nephroadrenalectomy showed a collision tumor containing a large classic mesoblastic nephroma and an adjacent renal hilar paraganglioma. Mesoblastic nephroma (MN) is now known to be a rare fibroblastic low-grade sarcomatous tumor of the kidney. 1 The overwhelming majority of cases (more than 90%) are diagnosed before 1 year of age, and none have been seen beyond 3 year of age. Histologically MN can be divided into a classic type consisting of monomorphous spindle cells with rare mitoses and with a generally good prognosis, and a cellular or atypical variety with dense sheets of cells with high nuclear-cytoplasmic ratio, high mitotic activity and a more aggressive course. 2 The histological nature of the tumor does not always predict the clinical behavior and propensity to metastasize. 1 The classic variety is twice more common than the cellular atypical variety. Interestingly, there may be entrapped renal tubules in MN peripherally, which may have a pathologically primitive appearance but do not indicate neoplastic renal tubular elements. 1 These tubules may occasionally function. 3 Recently, the cellular atypical variety of MN, but not the classic MN, has been shown to have the same chromosomal translocation and chromosomal fusion found in infantile fibrosarcoma. 1 This has helped to confirm the fibroblastic origin of MN.
Although MN is a rare tumor, it is the most common renal tumor in the first year of life. Traditionally, it has been believed to have a good prognosis when detected in the neonatal period. However, neonatal MN is associated with numerous complications, many of which were manifested by the patient presented here. These complications include polyhydramnios, fetal distress, prematurity, hemodynamic instability, hypertension, hemorrhagic shock, hypercalcemia, hyponatremia and hyperreninemia.
2,4-6 In fact, the association of polyhydramnios and a solid fetal renal mass is believed to be a presumptive evidence of fetal mesoblastic nephroma. 4 The etiology of the polyhyramnios is believed to be due to decreased gastrointestinal motility because of compression by the renal mass and polyuria caused by hyperperfusion, hypercalcemia and impaired concentrating ability.
2, 4 The association of neonatal MN with hyperreninemia, hypercalcemia and arterial hypertension is well known but not well understood. 4 However, the blood pressure can be controlled in most cases by resection, so that surgery soon after birth is indicated in the child with hypertension and hypercalcemia, once the hypertension is hemodynamically stable. 4 Mesoblastic nephroma may occasionally have a polycystic appearance, 7 but more frequently, as in this case, is a solid renal tumor. Sonographically, it is heterogeneous often with an anechoic, vascular periphery. The vessels in this periphery may produce a 'ring'-like appearance. 4 On computerized tomography with intravenous contrast, the mass is usually homogeneous, although some concentrating function may be seen within the tumor. 8 Nephrectomy with adequate margins is the treatment of choice for MN at all ages. Chemotherapy and multimodal therapy is rarely indicated and should be reserved for local recurrence of atypical tumors in children aged more than 3 months and in patients with distant metastases. 9 Sympathetic paraganglioma is usually a benign tumor arising from chemoreceptor or glomus cells. It is thought to be pheochromocytomas arising in extra-adrenal paraganglia. 10 Sympathetic paragangliomas and pheochromocytomas usually secrete catecholamines. Approximately 60% of pheochromocytomas and paragangliomas are 'familial' in nature. Although we are unaware of any case of a simultaneous paraganglioma and MN, there has been a report of simultaneous occurrence of MN and neuroblastoma. 11 In this case, the smaller paraganglioma could not be identified separately from the MN by pre-surgical imaging. 
